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Rupture of distal attachment of biceps tendon
usually requires surgical repair. Two incision tech-
niques with drilling of bone tunnel is a popular
method of repair. There is a risk of radial nerve
injury and synostosis with this method. Recent lit-
erature would suggest that suture anchors could
provide a better fixation of the tendon.
We have used Mitek suture anchors for distal
biceps tendon repair through a single anterior inci-
sion. We present our results.
There were eight patients, all were male
with the mean age of 44.6 years (range 36—56
years). Five patients had right and three had left
side rupture. The main mechanism of injury was
forced extension against flexion and all cases
involved the dominant side except one. Average
time to surgery was 12.5 days (range 1—53 days).
At surgery efforts were made to recreate the foot
print of the tendon attachment. Patients were
given above elbow plaster for 6 weeks and started
active mobilization after that with physiotherapy.
They were all allowed to return to normal activities
after 3 months. The minimum follow up was 6
months (range 6 months to 3 years). Patients were
discharged from the out patient clinic at 6 months
after clinical recovery. The American shoulder and
elbow surgeon’s patient self evaluation form was
used.
All patients returned to their normal occupation
with clinically near normal power in their operated
elbow. Seven patients recovered full range of elbow
movement and one patient developed some stiff-
ness in the shoulder and elbow which is recovering
well. There were no neuro-vascular complications
or ectopic bone formation.Intervention Mean (median)
per case
C
in
Major operative procedure 1.7 (1.5) £
Minor operative procedure 1.4 (1.5) £
Complex radiology 2 (2)
X-rays 72.6 (70.5)
HDU days 3.1 (1) £
Ward days 55.7 (44)
Outpatient visits 10.3 (9.5)
TotalRepairing ruptured distal biceps tendon through a
single anterior approach with Mitek suture anchors
provides a safe and secure repair. It is a good alter-
native to the traditional two-incision method.
doi: 10.1016/j.injury.2006.06.102
Secondary prevention of fragility fractures; are
we following the guidelines?
Closing the audit loopD. Sunderamoorthy, N. Prasad, J. Martin, J.M.
Murray
Department of Trauma & Orthopaedics, Morriston
Hospital, UK
Aim: To find out whether the orthopaedic surgeons
follow the BOA guidelines for secondary prevention
of fragility fractures.
Patients, methods and results: A retrospective
AUDIT on neck of femur fractures treated in our
hospital between October—November 2003 was car-
ried out. There were 27 patients. Twenty-six
patients (96%) had full blood count measured. LFT
and bone-profile measured in 18 patients (66%).
Only nine patients (30%) had treatment for osteo-
porosis (calcium and Vitamin D). Only one patient
was referred for DEXA scan.
Steps were taken in the form of creating better
awareness among the junior doctors and nurse prac-
titioners of the BOA guidelines. In patients above 80
years of age it was decided to use abbreviated
mental score above 7 as a clinical criteria for DEXA
referral. A hospital protocol based on BOA guide-
lines was made.
A RE-AUDITof the samewas conducted during the
period August—October 2004. There were 37
patients. All of them had their full blood count
and renalprofile checked (100%). The bone-profile
was measured in 28 (75.7%) and LFT in 34 (91.9%)
patients. Twenty-four patients (65%) received
treatment in the form of calcium + Vitamin D (20)ost per
tervention
Mean (median)
cost per case
Cost per
year
5000 £8500 (7500) £442,000
1000 £1400 (1500) £72,800
£442 £884 (884) £22,984
£17 £1234 (1199) £64,178
1000 £3100 (1000) £161,200
£350 £19,495 (15,400) £1,013,740
£51 £530 (489) £27,575
£35,143 (27,972) £1,804,478
Abstracts 35and bisphosphonate (4). DEXA scan referral was
not indicated in 14 patients as 4 of them were
already on bisphosphonates and 10 patients had
there abbreviated mental score was less than 7.
Among the remaining 23 patients, 9 patients
(40%) were referred for DEXA scan. This improve-
ment is statistically significant ( p = 0.03, chi square
test).
Discussion and conclusion: The re-audit shows
that, although there is an improvement in the situa-
tion, we are still below the standards of secondary
prevention of fragility fractures with 60% of femoral
fragility fracture patients not being referred for
DEXA scan. A pathway lead by a fracture liaison
nurse dedicated to osteoporotic fracture patients
should improve the situation.
doi: 10.1016/j.injury.2006.06.103
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Introduction: Publication of guidelines from various
bodies pertaining to the care of the seriously
injured has lead to widespread changes in clinical
practice. The ‘hub and spoke’ model of trauma
care means increasing numbers of patients with
complex problems are concentrated into regional
centres. Though this approach can provide the high-
est standard of treatment, it has cost implications
for the receiving unit, particularly given the depart-
ment of health’s move towards a ‘Payment by
Results’ model of health provision. It is therefore
necessary to estimate a cost-per case for such
patients. National tariffs exist for various treat-
ments, including pelvic reconstruction, but such
guidelines are not available for other aspects of
trauma care.We undertook an economic evaluation
of complex limb reconstruction within our tertiary
referral unit.
Methods: Patients referred to the complex
trauma service were identified. Patients were
assigned to either a ‘complicated’ or ‘straight-for-
ward’ group by two consultant surgeons based on
the nature of their treatment. Five cases from each
group were randomly selected for further analysis.
Data pertaining to the direct healthcare costs for
these patients was analysed. Costs per investiga-
tion/intervention were obtained relating to hospital
stay, outpatient care, operative interventions and
radiological investigations. Data relating to thecosts of physiotherapy, occupational therapy,
patient transport, haematological investigations
and medications is also considered (data not
shown).
Results: Overall 26 patients were referred to
our complex trauma service over 6 months. A
summary of overall costs per case is shown in the
table below.
Conclusion: Those planning a service treating
complex trauma must allow for the considerable
costs involved and make provisions to recoup this
from the referring primary care trust.
doi: 10.1016/j.injury.2006.06.104
Application of monolateral fixators as definitive
treatment for tarsometatarsal joint injuries with
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Injuries to the tarsometatarsal joint complex lead to
significant morbidity if anatomical reduction is not
achieved. Restoring and maintaining the length of
the lateral column should be part of this reduction.
We present the use of monolateral fixators as defi-
nitive treatment for tarsometatarsal injuries with
lateral column shortening.
Although use of external fixation techniques have
been described as an intra-operative aid to reduc-
tion of the lateral column, there is sparse literature
acknowledging their use in maintaining this reduc-
tion until union. Traditionally, fusion of the lateral
column or k-wire fixation has been advocated, but
these methods are associated with stiffness and
instability, respectively.
Four patients presented with closed, isolated
injuries to the tarsometatarsal joint complex, all
with lateral column shortening owing to comminu-
tion of the cuboid, with midfoot abduction instabil-
ity. Three patients also had medial column
instability. In each case, a monolateral fixator was
applied to the lateral column with pins in the os
calcis and fourth and fifth metatarsals. Medial col-
umn instability was treated with screw fixation. All
patients remained non-weight bearing for 6 weeks,
and the external fixator was removed between 6 and
8 weeks.
All patients were walking unaided at latest fol-
low-up, ranging from 7 to 22 months (mean 16.5
months). Modified AOFAS score ranged from 58 to
100 (mean score 75). Three patients had normal or
near normal gaits at latest follow-up.
Themonolateral external fixator allows quick and
accurate reduction of the lateral column using
